In assessing the operability of lower pharyngeal and upper cervical carcinomatous growths, we must determine certain essential details:
Section of Laryngology
Mr. R. D. Owen: In assessing the operability of lower pharyngeal and upper cervical carcinomatous growths, we must determine certain essential details:
(1) The degree of dysphagia. It is important to know whether the whole lumen is involved or not.
(2) The degree of mobility of the vocal cords.
(3) The upward and downward extent of the growth.
(4) Has the infiltration spread beyond the muscular wall to outside structures in the neck? (5) It is wise to palpate the thyroid gland and to ascertain the mobility of the larynx when moved against the prevertebral fascia.
(6) Finally, the neck must be examined for secondary lymph nodes. We find out these details by direct and indirect laryngoscopy and endoscopy and also by soft tissue X-rays and tomographs, but there are occasions when we have to make a direct approach through the neck before we can be certain of the downward spread of a cervical growth.
Accurate diagnosis of localization is absolutely necessary to properly planned treatment, because we have to bear in mind two essential factors: to try and eradicate the disease, and to maintain or restore function.
Epithelioma of the hypopharynx has five starting points, from above downwards, in the following order: (1) Aryepiglottic fold; (2) pyriform fossa; (3) lateral pharyngeal wall; (4) posterior pharyngeal wall; (5) postcricoid area; and we must also consider the cervical cesophagus. Although these areas are quite close to one another they differ in symptoms, in prognosis and in details of treatment. There are two ways in which we can attempt to deal with these lesions surgically. We can approach and excise the tumour by performing a lateral transthyroid pharyngotomy, which means saving the glottis, or we can be more radical and carry out a pharyngo-laryngectomy. The latter invariably means a plastic repair in order to restore function.
Arf early aryepiglottic fold lesion-and 1 emphasize "early"-can be excised without interfering with the glottis, and the pharynx can be closed by primary closure. Similarly, an early and localized growth of the lateral pharyngeal wall can be dealt with by local excision and sometimes primary closure, but growths of the pyriform fossa and postcricoid region are in a different category. These areas are of evil repute, and so is the cervical cesophagus.
The question arises whether we are prepared to compromise with cancer to try and save the larynx, especially when an early growth arises from the pyriform fossa or the postcricoid area. With an early lesion, and with mobile vocal cords, we may find ourselves tempted to peel off a pyriform fossa lesion from the side of the larynx, or an early postcricoid growth from the postcricoid plate, and to follow this later by radiation, or the other way about.
1 must confess that as 1 get older 1 pay less respect to the glottis, because experience has taught me that preserving the larynx has not improved my cure rate.
In some schools the general principle in operative technique is to respect the glottis when there is no involvement. The mobility of the cords therefore becomes of the utmost prognostic importance, but it is vital to remember that mobile vocal cords are no guarantee that the larynx is not involved, even with an early postcricoid growth and upper cervical carcinoma. When, therefore, does one decide to perform the lateral transthyroid operation as against a pharyngo-laryngectomy, in hypopharyngeal lesions? I suggest that the indications for a lateral transthyroid pharyngotomy are: (I) A localized aryepiglottic fold carcinoma.
(2) A limited growth involving the lateral pharyngeal wall, starting somewhere near the level of the apex of the arytenoid but well away from the laryngeal opening. This can be removed without interference with the larynx, and, what is just as important, the pharyngeal wall can be sutured completely. It is amazing sometimes to find how a fungating mass, even overhanging the arytenoids and vocal cords, can have a very limited pedunculated base on the lateral wall, and be easily removed, followed by a primary closure.
(3) A posterior pharyngeal wall lesion with or without extension to the lateral walls. The technical interest attached to this type of lesion is the fact that any excision of a segment of the posterior pharyngeal wall calls for an immediate plastic repair by a skin flap.
(4) An early lesion of the cervical cesophagus where the spread does not come up beyond the cricopharyngeus and where there is complete mobility of the vocal cords, and of course where the cesophagus can easily be separated from the posterior wall of the trachea and the back of the larynx.
All the other lesions such as a pyriform fossa carcinoma, postcricoid carcinoma with or without MAY-LARYNG. 1 downward extension to the cervical oesophagus, or a primary carcinoma of the cervical cesophagus which is infiltrating into the wall of the trachea-these can only be dealt with by a pharyngolaryngectomy.
It may be that some are of the opinion that transthyroid pharyngotomy as an operation should not be used for any hypopharyngeal growth, but I cannot agree with this where the lesion is a very early one and to this extent I still follow Trotter's teaching.
Briefly let us consider the early and more advanced lesions of the pyriform fossa, postcricoid area and the cervical oesophagus.
Early pyriform fossa carcinioma.-Once early pyriform fossa carcinoma has been diagnosed by direct examination, and confirmed by biopsy, the proper treatment is surgical removal (Fig. 1 ). It is important, however, to make quite clear what is meant by surgical removal. It means a block dissection of the neck on the same side as the lesion, the removal of the corresponding thyroid lobe, the hyoid, the larynx, and the involved segment of the pharynx on the same side. This enables one to Iretain a wide strip of the posterior pharyngeal wall in continuity with the oesophagus (Fig. 2 ). It is important to take great care to dissect out the healthy pyriform fossa, and when this is done one can assess more clearly the necessary free margin of safety. In my opinion the operation is carried out with greater ease when the removal is performed from above downwards, and the larynx need not be detached from the trachea until the pharynx has been closed completely. -showing localized epitheliomatous growth of posterior wall. The kind of skin flap to be used is a matter of choice. I prefer the U-shaped flap, because of the ease with which the closed pharynx in the mid-line can be sutured to the undersurface of the skin flap in the final closure of the wound. This step gives an added security against leakage during the healing stage. In addition, the U-shaped flap gives an excellent exposure for a block dissection when an oblique incision is made outwards towards the mid-line of the clavicle.
1.I have mentioned previously that cancer of the pyriform fossa is of evil repute, and it is my opinion that in the absence of any clinical evidence of cervical metastasis, it is always wise, even with an early primary, to commence treatment by carrying out a block dissection. The procedure can be regarded as a one-stage operation combining excision of the primary and the secondary lymph nodes. In every operable case it is wise to carry out the combined operation as a one-stage procedure, and never attempt to preserve the larynx, no matter how early the involvement. Where the pyriform fossa lesion has spread to involve the posterior pharyngeal wall and the posterior aspect of the larynx, it is then impossible to make use of the posterior wall mucosal strip for the purpose of repair. Nothing less than a pharyngo-laryngectomy with the removal of a complete segment of the pharynx should be performed. Postcricoid carcinoma.-The incidence of this disease is far more frequent in females than in males. It is not usual for one to be fortunate enough to be able to diagnose the disease in its early stages. As a rule the growth is seen creeping up to the level of the arytenoids, with or without fixation of the vocal cords. It frequently spreads laterally to involve the whole lumen, and, more often than not, spreads downwards towards the cervical cesophagus.
In these cases surgical removal is possible only by performing a pharyngo-laryngectomy. During the last twenty-five years this operation has been performed by many surgeons, and as a rule in two stages or even in three, where a bilateral block dissection of secondary lymph nodes had to be the first step. In operable cases the excision of the growth is not a difficult procedure. The real problem is the restoration of function. Fig. 3 shows what remains in the neck after a whole segment of the pharynx, larynx and a portion of the upper cesophagus have been removed.
The repair of this defect is not a simple matter, and it is here that the laryngologist seeks the help of the plastic surgeon if a primary closure is to be carried out. In 1949 1 described how Mr. Emlyn Lewis and I had for about two years been attempting primary closure with skin grafting, as compared with a secondary closure of the pharyngostome. Mr. Lewis will describe the technique.
An attempt to save the larynx, even with a very early postcricoid growth, should never be made. The larynx must be sacrificed.
Localized carcinoma of the upper aesophagus and laryngo-pharynx.-The type of operation to be performed for a carcinomatous lesion in the upper cesophagus or the posterior wall of the laryngopharynx depends entirely on the degree of involvement. There is a school of thought which says that under no circumstances ought one to attempt to save the larynx, but in my opinion one should not be so dogmatic.
There are early cases to be seen where the growth is localized to the posterior wall of the laryngopharynx, with a limited spread to the upper cesophagus (see Fig. 4 ). In these cases a complete segment of the lower pharynx can be removed by performing a lateral pharyngotomy on the left side without exposing the area of the growth during the operation. It is a straightforward procedure to separate the pharyngeal tube from the back of the cricoid, and the opposite recurrent laryngeal nerve need not be traumatized. The defect can be repaired by making a gutter with a good lateral skin flap as originally planned by Trotter over thirty years ago and more recently modified by Wookey.
The same applies to a localized growth of the cervical cesophagus. The lateral transthyroid pharyngotomy approach can be made use of when the growth arises from the posterior wall and with a limited lateral spread.
The modified lateral flap, as suggested by Wookey, is reliable, provided that the blood supply to the upper portion of the sternomastoid can be left undisturbed. Where extensive dissection for secondary lymph nodes has to be carried out at the same time with the removal of the sternomastoid, the peripheral blood supply to the skin flap may be jeopardized. This means that extreme care must be exercised that no undue tension exists in any of the areas where cutaneous mucosal approximation is carried out. This particularly applies to the suturing of the distal end of the cesophagus and the skin margins.
In stressing the steps in technique that make the difference between success and failure, 1 would draw attention to two other important points in the operation of transthyroid pharyngotomy in early cases.
First of all, there is the importance of avoiding a double abductor fixation of the cords when a segment of the laryngo-pharynx is removed. This can be brought about in two ways. When the approach is made from the left side, which is the usual way, the left recurrent has got to be sacrificed. The right can also be damaged due to excessive rotation of the larynx when dissecting the pharynx from the posterior surface. Also both cords can become fixed as the result of the immobility produced by the skin flap being sutured too close to the level of the arytenoids, and the subsequent scarring and fixation of the posterior aspect of the larynx and skin to the prevertebral fascia. This means that the new upper pharyngeal stoma, when the gutter has been closed, is situated at the glottic level, so that when fluids are swallowed there is a spill over into the open glottis and trachea, resulting in coughing and spluttering. This makes life a misery, and the only relief is a laryngectomy.
The second point is that as a result of the fixation of the cords a tracheotomy becomes a permanent feature, and if the opening into the trachea is too close to the lower cesophageal stoma, with a poor bridge of skin in between, then the problem of closure for the plastic surgeon is a very formidable one indeed.
To summarize, it is absolutely necessary to have a clear picture of the extent of the growth, for properly planned treatment.
The presence of mobile vocal cords, with localized posterior wall carcinoma of the laryngo-pharynx often means that a whole segment of the lower pharynx and upper cesophagus can be removed without sacrificing the larynx.
Postcricoid carcinoma or pyriform fossa carcinoma, however early, means removal of the larynx to ensure some measure of success. A strip of the posterior pharyngeal wall left behind facilitates primary closure.
Block dissection on the same side as the pyriform fossa lesion is always carried out whether nodes are palpable or not. Where there is an annular involvement of the whole of the pharyngeal or cesophageal lumen below or above the glottic level, a complete segment must be removed as well as the larynx (pharyngo-laryngectomy) and if the nodes are palpable it is better to do a bilateral block dissection first.
For primary closure 1 prefer the U-shaped flap to the T and Z flaps, but this is a purely personal choice.
Mr. Emlyn Lewis: Trotter in his Hunterian Lecture on hypopharyngeal growths in 1913, when describing his operation of lateral pharyngotomy, emphasized certain technical details concerning the use of the flap to be used for covering either the prevertebral fascia or the posterior surface of the larynx. Those technical details apply today. I would add one other, namely that the best dressing for a raw surface is a skin graft.
In cases in which the larynx has been removed it behoves the surgeon to reconstruct the gullet as quickly as possible, by as few operations as are consistent with sure repair. This is obvious for the comfort of the patient and also necessary for the achievement of cesophageal speech. If the repair is delayed, patients acquire a whispering speech. This habit developed, the production of successful cesophageal speech is much impaired. Excision and repair should be carried out in one operation if possible, and for the last three years in suitable cases we have attempted this by means of skin grafting, while in other selected cases Mr. Owen has been able to do it without resorting to a graft. When skin grafting is used the new gullet is made by wrapping a skin graft, raw surface outwards, around a hollow former, or in the case of a stent former, a tube is fixed in the stent. The hollow tube acts as a saliva drain. The former mostly used is made of portex, and with some modifications shaped like a Gluck's tube. The expanded upper end is fixed in the pharynx by a purse-string suture, while the lower end lies snugly in the lumen of the cesophagus. The skin flap is sutured over the former, and to ensure accurate apposition between the graft and the undersurface of the flap, wool, wrung out of paraffin and flavine, is carefully packed over the surface of the neck and held in position by Lastonet. The head and neck are immobilized by either plaster of Paris or large bulky dressings, and by sand-bagging. The former is removed on the fourteenth day, and replaced by a similar one. This must be held for ten to thirteen weeks in order to counteract the contractile phase of the graft. Following the ten to twelve week period we have performed intermittent dilatation to prevent stricture at the graft cesophageal junction.
Comments on flaps used and bearing on repair.-The standard flaps used for pharyngo-laryngectomy are unsound, the majority depending on a lateral base. Owing to the laterally based flap being limited in its width, it may not be possible to suture its lower margin to the cut end of the cesophagus without tension when the cesophagus has had to be divided low down behind the manubrium. The safe length of such a flap may not be adequate to meet the full requirements of a Wookey type of repair, even if the raw surface on the right side of the neck is grafted. This type of flap causes vertical shortening of the neck.
Apart from the above objections the T-shaped flap produces a vertical scar in the mid-line on the prevertebral fascia. Such a scar may interfere with the blood supply of any flap subsequently used to produce lining for the repair. Neither of these flaps provides a good bridge of skin between the cut ends of the cesophagus and trachea, which is essential if secondary repair is to be 100% certain. Fibrous tissue bridging the cesophago-tracheal junction is poor stuff upon which to rely for successful repair.
The U-shaped flap.-My preference is for this flap, whether repair is to be primary or secondary. It is based above at the mastoid processes and can be made as long as desired, the curve of the LT being brought down over the front of the chest wall if necessary. It is safe and can be split to encircle the tracheostomy. Its advantage in primary repair is that the skin suture line is far removed from the graft area and, in secondary repair, flaps for lining can be made within its confines thereby avoiding crossing scars when making them.
Providing the length of the flap is adequate, as it should be, one is assured of a healthy bridge of skin between the cut ends of the cesophagus and trachea, whether the cesophagus has been cut above or below the level of the trachea.
Wookey repair.-If this is to be successful, the flap must be long enough to make the necessary folds, which in transverse section should assume a shortened, broad letter "S" with the top end of the "S" being continuous with the skin of the left side of the neck and the lower end of the "S" passing on to the raw surface of the right side of the neck. There must be a raw surface on the right side of the neck which should be grafted. The S-shape can only be assured by careful meticulous suturing not only of skin to mucosa but also by transfixing sutures fixing it to the prevertebral fascia, especially over to the right side of this fascia. The free end of the flap should be sutured down the right side of the middle line of the neck, and free of tension. A raw surface on the right side of the neck must result; it should be skin grafted. The "S" shape is maintained by placing a suitably sized tube in the pharyngeal gutter and gently strapping the lower part of the "S" over the tube on to the left side of the neck. If these precautions are taken, secondary closure is simple providing care is taken to offset the lining suture line from the cover suture line.
In failed Wookey, and for repair of the median pharyngostome, I prefer to use an inturned lining flap based on the left margin of the opening (Figs. 1 and 2) . The flap is carefully sutured over a tube to an incision which surrounds the remaining margins of the opening. One always attempts to bury this suture line so that the tissues in sealing themselves reinforce the suture line. The raw surface on the left side of the neck from which the flap came, and also the superficial raw surface of the lining flap, are covered by a thin split skin graft. The neck is splinted either by bulky dressings or sandbags. The dressing is taken down about seven to ten days later, and the tube which has acted as a former is removed ( Figs. 3 and 4) . At first, only liquids are permitted by mouth. About two to three weeks later, full diet should be possible, and training in cesophageal speech proceeding. Reizoval of the hyoid bone at the primary operation is advocated. This produces some antero-posterior collapse of the pharyngostome, and reduces movement at the suture line when secondary repair is performed. Gastrostomy is advocated as beside other advantages it permits a rigid restriction in oral feeding during the healing of the repair. Primary X-ray therapy for those cases which have operable growths we believe to be contra-indicated. Mr. Robert Owen on his part has very decided views, and 1 have encountered such cases where postradiational oedema has delayed second stage repair. In other instances, closure has been complicated by post-radiation necrosis, and multiple operations have been necessary to achieve closure. We have under our care at the present moment, a case in which Mr. Owen carried out pharyngo-laryngectomy with primary repair. The repair proved successful but later necrosis of the skin flap developed, and now the skin of the neck over an area of 9 square inches is breaking down, and a fistula has formed. A chest pedicle has been made for repair.
The presence of hair in the reconstructed lumen has been encountered. We believe the best thing is to remove the hair as and when it causes trouble. Radiation depilation is not successful, as we have encountered the trouble in cases which had been previously irradiated therapeutically. I have replaced the skin of the neck by a hairless skin graft from the inner side of the arm, as a preliminary operation, then later used this skin for the inturned lining flaps. The procedure is tedious, and even so hair has grown.
In conclusion, we believe primary repair with skin graft has a place, and should be developed in suitable cases. There can be no doubt as to its desirability (Fig. 5 ).
We advocate early certain secondary closure in other cases. We believe this can best be achieved by using a U-shaped flap at the primary operation (Fig. 6 ). It provides that all-important bridge of skin between the cesophagus and trachea. In the average closure this can be done by means of an inturned lining flap covered by a thin skin graft. Technically I would emphasize certain points in successful repair.
(I) Oblique division of the cesophagus.
(2) If in doubt, any flap should be somewhat larger than that required.
(3) It should be handled with care, and as thick as the skin and subcutaneous tissues of the neck will permit and should include the platysma, and, if necessary, part of the sternomastoid. It should not be undermined any more than is adequate for the repair.
(4) The flap should never be sutured under tension.
(5) Suturing must be meticulous and of the vertical mattress variety, in order to evert the suture line, and skin to mucosa suture must be accurate if stricture is to be avoided.
(6) All sutures in the lining flap should have their knots on the inner surface of the lumen. (7) Overlying suture lines should be avoided. Always offset them, and always evert. (8) All raw areas should be grafted.
(9) It is wiser to leave a raw surface than to close it by producing tension; it can always be grafted.
(10) Fixation of the head and neck in the post-operative period is imperative. It is wiser to overdo this than to neglect any precaution.
Mr. Gavin Livingstone: The treatment of cancer of the upper end of the cesophagus by surgery has, in recent years, come into prominence, and I believe there are three main reasons for this, namely:
(1) The disappointing results of radiotherapy.
(2) The security given by the antibiotics.
(3) The co-operation of the plastic surgeon. 1 have written to several of the larger radiotherapy centres in the country and asked for an opinion on the results, or figures for the last ten years, if they are available, of the treatment of postcricoid malignant disease. The answers I have received were almost all gloomy and pessimistic. ft was generally conceded that of all cancer of the mouth and throat, the postcricoid gave the poorest results with radiotherapy, and it seems to me that X-rays with a 250 kV. unit have little or no place in the treatment of growths in this special region.
Radiotherapy centres which have super-voltage units may later achieve satisfactory results but these centres are few, as up and down the country the average plant has only 250 kV.
A further point against radiotherapy is that tissues which have been irradiated do not lend themselves to surgery, and although a laryngectomy may be undertaken after irradiation, a pharyngolaryngectomy often results in disaster due to the flaps breaking down from impaired vitality.
The second reason which has made the pendulum swing towards drastic surgery is the general control of infection by the use of antibiotics. Nowadays when planning the extent of the operation the danger from sepsis does not enter into the picture. The discomfort to the patient of frequent dressings made necessary by a salivary fistula, has been minimized when compared with the prepenicillin era, and when fistulas do occur they are nothing like the trouble they were in the olden days.
The third, and I think very important, reason for the preference for surgery, has been the cooperation and interest of the plastic surgeons in the reconstructive work entailed by these pharyngolaryngectomies. I have been fortunate to have been associated with the plastic units at Stoke Mandeville and at Oxford, under the direction of Professor Kilner and 1 am sure that the results achieved and the many pitfalls avoided, have been due to their close co-operation.
Because of these three reasons, I feel that surgery should be the method of choice in the present state of our knowledge in cases of carcinoma around the cricopharyngeal sphincter.
When making the choice of operation it is difficult to decide the size of the growth. There are often extensions in the submucous layer larger than the part which is ulcerated. The lower limit is especially difficult to assess, little help is obtained .from cesophagoscopy or barium swallow, and often no instrument can be passed through the stricture, making examination below the growth impossible. A soft lateral X-ray frequently gives the most satisfactory picture.
Whatever the size, growths of the postcricoid region need bold and extensive surgery if the disease is to be removed in its entirety, and there is no place in the surgery of cancer in this area for any operation other than total removal of the larynx and the whole of the lumen of that portion of the cesophagus which is involved. Any modified operation, which leaves portions of lumen or preserves part of the larynx will reduce the likelihood of getting a complete cure. In the operation the mass removed should include the glands if they are involved, all muscles attached to the larynx, all of the hyoid bone and as much of the trachea as is necessary. The whole of the thyroid gland may have to come away and should be removed if there is the slightest suspicion of involvement. I have had no trouble with the parathyroids, but when in doubt about their removal, the calcium metabolism should be checked post-operatively for a few days. It is important to make a separate opening for the tracheostome and leave as wide a bridge of skin as is feasible. In this way the plastic reconstruction is easier and the danger of a tracheo-cesophageal fistula is minimized. It is advisable to do a bronchoscopy at the end of the operation, and the blood which may have passed the amvsthetist's cuff tube should be aspirated.
Owen in his Presidential Address (1950, Proc. R. Soc. Med., 43, 157) states that he is in favour of doing a gastrostomy on most of his patients prior to operation. I prefer not to do this as a routine if it can be avoided, and if necessary feed the patient through a nasal tube. The stomach after a gastrostomy shrinks, and patients dislike being fed this way. Choice ofreconstruction.-lf the operation is planned in two or more stages, there is little to choose between the different flap incisions. You all know the central incision with equal flaps and the Wookey type with the long rectangular flap which when folded round on itself is used to reform the upper part of the gullet. I am now showing a slide of these and various other incisions, each of which has its advocates. I prefer and will in future use the Z-shaped one.
The reconstruction of the gullet may also be done at the primaryoperation by means of a Thiersch *skin graft wrapped around a large polythene or portex tube. This method was used by Mr. Negus and I have been using his type of tube with minor modifications. Ideally,I think the tube should be 'oval or D-shaped about Ij in. by1 in. in diameter and funnel-shaped at the top. In this way the dead space at the sides is reduced and the chances of the graft not taking are minimized. This type of reconstruction offers the following advantages:
(1) Whatever length of cesophagus is removed a graft can always be cut to bridge the gap and join the ends.
(2) Only one operation should be required. This is important when advising and persuading the patient to have surgery as opposed to radiation therapy.
(3) The time in hospital is reduced when compared with the twoor three-stage methods of closure, and, with the shortage of beds, this is an advantage.
The difficulties which may occur with this skin graft reconstruction are usually due to errors in technique and should in time be solved. There is, for example, a tendency to stenosis at both upper and lower ends of the graft and for this reason I now leave the polythene tube in situ for under three weeks and not for six months as has been advocated.
In one of the cases shown to-day there was almost a tragedy; about six hours after the stay sutures were cut at the first dressing the polythene tube slipped down and.caused obstruction to respiration, until it was removed as an emergency. Following or perhaps due to this incident, a fistula developed into the tracheostome and had to be closed by a small skin flap. I think the formation of a fistula is .a real danger and the tube should extend well down into the aesophagus; also at the lower end the wall should be thinned to make it more pliable and soft, so that no fraying or rubbing will occur with head or body movements. Another complication is the difficulty to inspect, let alone dilate, the lower stricture as the tightness of the upper one does not allow instrumentation. But in this patient neither stricture is causing inconvenience and on barium swallow there is no gross hold-up, the patient continues to swallow easily. The development of cesophageal speech is much more difficult after pharyngo-laryngectomy than after a simple laryngectomy; this is probably due to the removal of all the pharyngeal musculature although I doubt whether there is a functioning cricopharyngeal sphincter even after a simple laryngectomy. In spite of this, fairly adequate speech can be developed with training. Patients seem to prefer a pharyngeal as opposed to an oesophageal reservoir for air, but for longer phrases in one breath the cesophagus must be used. I have had three cases referred to me recently and I was unable to operate on any of them. In one the growth extended so low down in the gullet I did not think I could get the whole of it away and advised no treatment. This patient died in six weeks.
The second, a woman aged 43 with a Paterson-Brown Kelly syndrome, who was having a routine follow-up was found to have a very small ulcer in the postcricoid region. I was all keyed up to operate especially in view of this discussion, but nothing I could do would persuade her to have an operation which meant losing her voice. I have sent this case with regret for ray therapy.
The third was aged 85 with senile mental decay and I advised no treatment as she was still swallowing freely.
At the risk of being dogmatic I wish to summarize by emphasizing three points in the treatment of postcricoid cancer:
(1) While the results of radiotherapy are so disappointing radical surgery is the treatment of choice.
(2) The only operation undertaken should be a total pharyngo-laryngectomy.
(3) If possible the reconstruction of the gullet should take place at the primary operation.
Mr. J. P. Reidy: My experience is confined to cases of: (1) Carcinoma of pyriform fossa. (2) Postcricoid carcinoma. In these the operation of laryngectomy or total pharyngo-laryngectomy has been indicated. There is a fruitful field of co-operation in this sphere of surgery, where the general surgeon or laryngologist has undertaken as wide an excision as desirable, and the plastic surgeon has completed the repair as planned between them. The operation is extensive, and it may be said that the results are as yet not permanently successful. On the other hand, there are no better prospects with radiation.
The patient undergoes great suffering if no treatment is attempted, and a large fungating growth eventually obstructs food and air passages. Patients may be better off, after laryngectomy/after pharyngo-laryngectomy, in those cases suitable for surgery. 1913: Trotter's Hunterian Lecture describes the operation of lateral pharyngotomy using transverse skin flap to reconstruct part of the cervical cesophagus.
The use of the transverse neck skin flap has certain limitations:
(1) It may be used only for fairly limited excisions.
(2) There is a risk of sloughing at its free end, since it is orientated across the path of normal blood supply.
(3) The pre-operative use of radiation enhances the risk of skin flap necrosis.
(4) There is skin shortage all the time, i.e. there is usually an attempt to provide lining and cover with this flap.
Laryngectomy lays open the pharynx and upper cesophagus. It is sometimes feasible to repair this at the primary operation, but on occasions an cesophageal fistula remains open in front which requires addition of skin for closure. There is a permanent tracheostomy.
Total pharyngo-laryngectomy leaves three openings, one above into the oro-pharynx, and two below the stumps of cesophagus and trachea.
The patient constantly dribbles saliva from the oro-pharynx. Following the excision, the following procedures may be followed:
(1) Closure of neck wound by replacing skin flap or flaps over prevertebral tissues, and long-term reconstruction of cervical oesophagus using flap skin for lining and for cover.
(2) Immediate reconstruction of cervical cesophagus using skin graft on a tube.
(3) Combination of (1) and (2)-either part skin graft and part flap for lining, or early preparation of adjacent skin flaps for lining.
(1) Long-term reconstruction takes weeks. Meanwhile, patient dribbles constantly down the front of the neck from the oro-pharyngeal opening and is generally miserable. There is during this time the risk of inhalation bronchopneumonia. Once completed, the flap-lined cesophagus requires no postoperative care, and there is no risk of contracture.
(2) Immediate reconstruction of aesophagus, using Thiersch graft on a tube, requires meticulous technique for success. It has the advantage of one operation for excision and reconstruction, without the dribbling interval. Z-plasty flaps give better exposure than transverse or H flaps, and can be adjusted on each other when sutured to give close apposition to the underlying tube and graft. Heavy pre-operative radiation prejudices vitality of any skin flap.
Hemostasis must be perfect, and the graft-covered tube must fit snugly, and head and neck fixation must be good. It is best done in the thin type of patient.
The graft-tube is inserted within lumen of aesophagus and the graft-tube should be removed between two andfour weeks, and not left for as long as six months.
There is a risk of general contracture of the graft-tube.
There is a risk of constriction at junction of graft with oro-pharynx above, and of graft with cesophageal stump below, but although this may be apparent in X-rays it does not always interfere with the swallowing of food.
Follow-up with barium swallow and X-rays should be undertaken to outline the lumen of the new cesophagus.
Bougies have not been used for dilatation of new aesophagus in any cases shown-these cases are on normal diet, and have gained from 1-2 stones in weight.
The need for meticulous technique has been mentioned. This involves: careful hkmostasis in the field of dissection; careful fixation of graft to tube and of skin flap over the tube and restriction of head and neck movements.
In my experience, immediate reconstruction by a graft on a tube should not be done where a tracheotomy is already in existence. The risk of infection is too great and the result may be breakdown of the whole graft with the possibility of inhalation bronchopneumonia.
(3) A disadvantage of (1) flap-skin reconstruction lies in the weeks required to prepare the flaps, and to bring them into appropriate position.
Despite the speed of (2) skin graft on a tube method, there is the risk of contraction of the skin graft lining, and the need over several months for dilatation with bougies. There is also the risk of ulceration of the tube through the graft if the tube is left too long.
Given, if possible, some weeks before the date of pharyngo-laryngectomy, it would be possible to prepare skin flaps, so that on the day of excision of the larynx the cervical cesophagus could be reconstructed, with flap-skin for lining, complete in the upper part, and forming a gutter in the lower part of the cesophagus. This lower gutter could be completed two weeks later. The patient would have only two weeks in the dribbling stage, but have flap-skin instead of skin graft for lining. The disadvantage is that of several operative stages, offset, however, by freedom from need for dilatation in the post-operative period.
Diet.-.Adequate balanced diet is fed through a Jacques stomach tube during the convalescent period until food can be taken by mouth.
Speech.-These patients are, of course, deprived of speech as a result of surgery, and this fact should be explained to them before operation.
After-treatment includes lessons from the speech therapist in cesophageal speech, which most patients find difficult after total pharyngo-laryngectomy, but easier after laryngectomy.
An artificial larynx may be used. A film was shown demonstrating total pharyngo-laryngectomy with immediate reconstruction of cervical cesophagus, by a Thiersch graft on a tube.
3 cases were demonstrated (2 Sir Stanford Cade and 1 Mr. G. Livingstone) on whom reconstruction of cervical cesophagus had been performed.
I case-long-term reconstruction by skin flaps for lining and cover. 2 cases-immediate reconstruction by Thiersch graft on a tube. Mr. V. E. Negus was of the opinion that a limited operation with preservation of the larynx was only practicable in a few cases where the growth was limited to the posterior wall of the cricopharyngeal fold, or in cases of chronic hypopharyngitis in which malignant changes were thought to be present or impending. Other cases required removal of the larynx together with the lower part of the pharynx, the upper end of the cesophagus, and usually four rings of the trachea.
Primary repair gave very great advantages if it could be carried out, since the whole operation could be completed in three hours, with little discomfort to the patient in after-treatment.
The first case he had operated on was with Professor Charles Robb, when a plastic tube was placed under the skin flaps, but without skin grafting. A second operation was required.
In other cases Mr. Negus had used a plastic tube covered with a skin graft and, on the advice of plastic surgeons, had left the tube in for six months. Unfortunately there was a tendency to the formation of strictures, which required subsequent plastic repair.
He was not in favour of a U-shaped flap as this seemed to give a greater chance of recurrence.
Mr. Ronald W. Raven: I have a series of 18 patients with carcinoma of the hypopharynx and cervical cesophagus; the majority had advanced disease, 50% had cervical lymph node metastases and some had been pronounced untreatable. These were suffering severely from dyspncea, stridor and dysphagia and some had received irradiation treatment but the disease was extending. I performed the following operations; laryngo-cesophago-pharyngectomy 12 patients, laryngo-pharyngectomy 4 patients (in 1 an end-to-end pharyngeal anastomosis was done), pharyngectomy with conservation of the larynx 2 patients. There was no operation mortality; the longest survival period is thirty-four months; 12 patients have lived one year and more after operation. A bilateral block dissection of the cervical lymph nodes must be done, but 1 internal jugular vein is conserved. I do not advise pharyngectomy with conservation of the larynx as there is a greater risk of recurrence. For patients who have had irradiation there are special difficulties in reconstruction of the pharynx; for these I have used acromio-pectoral tubed pedicle skin grafts successfully. Mr. R. G. Macbeth said that it was evident from what had been stated that day and from his own experience, that in the task of reconstruction of the pharynx, either primary or secondary, the help of the plastic surgeon was of the greatest possible value. He thought that experience had shown that it was better from the point of view of voice and swallowing, if possible, to retain a pharyngocesophageal strip, which meant a two-stage operation. It appeared to him, however, that the primary reconstructive operation had an important place, provided that the total amount of treatment given to the patient could be shortened, as compared with the two-stage operation. He felt that one should try to remove the plastic tube as early as possible, and he had done so on the sixteenth post-operative day. It was important to use as large a tube as possible and transverse fixation of it by nylon sutures, to which Mr. Reidy had drawn attention in his film, was essential.
It was advisable to perform a radical neck dissection at the time of the operation, whether glands were palpable or not pre-operatively.
Mr. Geoffrey H. Wooler: The surgical treatment of this condition should be completed at one operation. The mediastinal as well as the cervical lymph nodes should be excised, even if this necessitates dividing the sternum. I have only one such case to describe which Mr. T. McM. Boyle and I operated on together. It was a carcinoma of the pyriform fossa which had spread around the entrance to the cesophagus. By mobilizing the cesophagus as far as the aortic arch we were able to anastomose it to the pharyngeal mucosa. The patient made an uninterrupted recovery and was swallowing by mouth two weeks after the operation.
